Preference for long-term care (LTC) location among community-dwelling elders was assessed using short-and long-term disability scenarios (/V= 537). Using Wilcoxon rank sum tests, we assessed differences in perceptions of financial difficulty, family strain, and personal stress by predisposing, enabling, and need factors. Using logistic regression we determined which factors were predictive of preference for LTC location. Frail and poor elders and those who lived alone had more financial and familial concerns; elders of higher social class anticipated more personal stress; elders with negative attitudes toward LTC facilities, who had fewer financial, familial and personal concerns, and who were married were more likely to prefer home care.
. Although these are important factors in institutionalization, they do not address elders' attitudes toward institutionalized services or their decision-making processes regarding long-term care. Biedenharn and Normoyle (1991) reported that elders who had a positive attitude toward institutionalization and who had favorable perceptions of quality of care and quality of life in long-term care facilities were more likely to enter institutionalized care settings than were their counterparts. There are, however, only a few studies on the relationship between elders' attitudes and placement (Biedenharn & Normoyle, 1991; Imamoglu & Imamoglu, 1992) . We were unable to find any studies that examined the relationship between elders' perceptions of financial, familial, and personal stresses and their preferences for home or institutionalized care. We were also unable to find any studies that examined such relationships within the context of varying degrees of disability.
Degree of disability, however, may influence elders' decision-making processes regarding long-term care by providing the context or situation in which elders evaluate their available resources and needs. Previous research assessing long-term care utilization has evaluated the linear and additive relationships of demographic, social structural, and need factors (Wolinsky, 1990; Wolinsky et al., 1993) ; however, these studies have not taken into account the potential interaction effects that might result given different situations. The perception of the situation as of long or short duration, a measure of severity, may alter how other variables relate to the placement decision (e.g., the question of adequacy of financial resources). Thus the duration of the disability (i.e., short-or long-term) may be an important component of elders' decisions regarding long-term care placement. If so, this could have important clinical and policy implications.
The purposes of this study were (1) to identify differences among elders' perceptions of (a) financial difficulty, (b) family strain, and (c) personal stress in short-and long-term disability; (2) to determine which factors were associated with elders' preferences for home care versus institutionalized care in short-and long-term disability scenarios; and (3) to determine whether the model predicting preference for home care versus institutionalized care is the same or different for the two disability scenarios. Based on previous research, we expected to find differences in elders' perceptions of financial difficulty, family strain, and personal stress based on health status characteristics, income, and living situation (alone or with caregivers). We also expected elders' attitudes toward long-term care, their perceptions of financial difficulty, family strain, and personal stress, and the severity of disability to be associated with their preferences for care location in both short-and long-term disability. Lastly, we anticipated that the relationship between elders' perceptions of financial difficulty, family strain, and personal stress and their preferences for long-term care location would be modified by the degree of disability.
Background
Andersen's behavioral model (Andersen, 1968 (Andersen, , 1995 Andersen & Newman, 1973 ) has proven extremely useful in analyzing predictors of health service use (Wan, 1989; Wolinsky, 1990; Wolinsky & Johnson, 1991) . In Andersen's model, three factors are identified that predict health service utilization: predisposing, enabling, and need factors. We employed Andersen's model in this study as an organizing framework while incorporating a strategy designed by McCormick and colleagues (1996) to investigate potential openness to institutionalized care.
First, Andersen identified predisposing characteristics-including demographic factors (age and gender), social structural factors (education, income, race, and marital status), and health beliefs (attitudes, values, and knowledge)-which predispose persons to use health services. Older age and female gender, for example, are positively associated with institutionalization (Jette et a!., 1992; Murtaugh et al., 1990) . Elders who are White and who are widowed or living alone also have higher rates of institutionalization than do their counterparts (Belgrave, Wykle, & Choi, 1993; Branch & Jette, 1982; Greene & Ondrich, 1990; Murtaugh et al., 1990; . The literature on income and institutionalization is inconsistent. Some studies show a positive association (Chiswick, 1976; Newman, Struyk, Wright, & Rice, 1990) , others indicate a negative association (Liu & Manton, 1984; Vicente, Wiley, & Carrington, 1979) , and some show no relationship with institutionalization (Branch & Jette, 1982; Greene & Ondrich, 1990; Hanley, Alecxih, Wiener, & Kennell, 1990) . Elders whose attitudes toward long-term care facilities are positive are also more likely to be institutionalized than are elders with negative attitudes toward institutionalized care (Biedenharn & Normoyle, 1991) .
Second, Andersen identified enabling factors, such as personal, family and community resources, that facilitate the use of health services. These are the resources available to an individual that encourage or, alternatively, discourage a person from using services. Elders, for example, who have more extensive social networks are institutionalized at lower rates compared with their counterparts (Freedman, 1996; Jette et al., 1995; Steinbach, 1992) . Furthermore, disabled elders who have female primary caregivers are less likely to be institutionalized than are disabled elders with male caregivers (Jette et al., 1995) . Literature on community services is inconsistent. Some researchers reported that formal community services provided by private and public agencies did not decrease the risk of institutionalization (Hanley et al., 1990; McFall & Miller, 1992; Newman et al., 1990) . However, Jette, Tennstedt, and Crawford (1995) reported that the use of formal services in addition to informal care provided by family and friends did decrease the risk of entering a longterm care facility for elders with cognitive impairments. The relationship of physical disability with nursing home placement, however, was not moderated by informal or formal care. Third, need factors, which are identified as perceived or real health characteristics (e.g., perceived health, comorbid medical conditions, ADL limitations), are modeled as the proximal determinants of health service use. Perceived health status is a consistent and strong predictor of institutionalization (Greene & Ondrich, 1990; Wolinsky, Johnson, & Fitzgerald, 1992) . ADL or IADL limitations or deficits are positively associated with institutionalization (Jette et al., 1992; Wolinsky et al., 1993) . The direct effect of comorbidity on institutionalization has not been clearly established, but a link between comorbidity and dependence in ADLs and lADLs has been established (Furner, Rudberg, & Cassel, 1995) .
Research using Andersen's behavioral model to predict health service utilization has shown that need factors tend to be the strongest determinants of service use (Wolinsky, 1990) . Age, marital status, living arrangements, and income tend to be the next strongest determinants of health service utilization, after adjusting for need factors (Soldo, Agree, & Wolf, 1989) . Although we agree with the conceptualization of Andersen's model, we propose an addition to the predisposing, enabling and need factors identified in Andersen's model. Elders' attitudes toward long-term care facilities (potentially a predisposing factor) and their evaluations of their enabling factors (their resources) will be particularly important factors in elders' decisions for long-term care location. Andersen identifies attitudes as part of the health belief component of his model. Attitude toward a service use may not directly influence enabling factors or health needs, but will rather be an important intervening factor between need and service use. We refer to these attitudinal variables as appraisal factors. Furthermore, the relationship of elders' perceptions of their resources and their attitudes toward long-term care facilities with their preferences of longterm care location may be modified by the context of the disability situation (i.e., the severity of disability). The situation or context interacts with the appraisal of Vol.39, No. 3, 1999 resources and attitude toward the type of care to determine which preference results.
Indeed, we propose that attitudes toward long-term care and evaluations of resources will be intervening factors between need and health service use reflecting individuals as active consumers. Thus when elders are faced with the decision to receive home or institutionalized care, they will evaluate their enabling and health care needs in order to determine the financial, familial, and personal stresses and strains that might be endured. This evaluation, as well as attitude toward long-term care facilities, will then influence the elder's long-term care decision-making processes. The relationship among these factors, furthermore, would be modified by the context of the health crisis. Thus preference for home care versus institutionalized care should be influenced by elders' attitudes toward the health service, their evaluations of their resources, and the context of the disability situation.
To assess the importance of elders' attitudes toward long-term care and evaluations of their resources and whether the severity of the situation modifies the relationship of these factors with long-term care preference, we used Andersen's behavioral model of health service use while applying a strategy developed by McCormick and colleagues (1996) that assesses eiders' preferences for long-term care location. McCormick and colleagues (1996) used hypothetical scenarios describing short-and long-term disability as a mechanism to elicit elders' intentions to use institutionalized care or family home care. In McCormick and colleagues' study, two hypothetical situations were described to Japanese American elders. One situation was temporary disability from a hip fracture; the second was permanent disability from dementia. The study participants were then asked whether they would prefer to enter a long-term care facility or remain at home. Twelve percent of the participants believed they would use a long-term care facility if they became temporarily disabled, whereas 53% of the elders believed they would use a long-term care facility if they became permanently disabled.
We used McCormick and colleagues' (1996) technique, but modified it by posing short-and long-term disability from the same medical experience: that of having a stroke. We asked the respondents about the financial difficulty, family strain, and personal stress that they would endure in each disability scenario. Respondents were asked whether, given short-or long-term needs, they would prefer to remain at home or enter a long-term care setting. Attitude toward long-term care was assessed in another part of the questionnaire. Thus we explored the influence of predisposing, enabling, and need factors, elders' attitudes toward long-term care, and their perceptions of financial difficulty, family strain, and personal stress on preference for care location, as the severity of disability increased from the same disabling condition.
Our conceptual model is outlined in Figure 1 . The conceptualization we propose argues that predisposing, enabling, and need variables, in concert with elders' attitudes toward long-term care facilities and their perceptions of their resources, are important factors in elders' decision-making processes for long-term care location. We propose that attitudes toward longterm care facilities and evaluations of resources are intervening factors as elders move from a recognition of their need for care to a preference for a particular kind of care. Furthermore, we suggest that the severity of the disabling situation will modify the relationship between elders' perceptions of their resources and preferences for care location. The potential modifying effect of situation context is indicated by the broken line in our conceptual model. We have kept the same structure of Andersen's model, with predisposing factors influencing enabling factors, which in turn inflyence need factors. We distinguish among cognitive factors. Some (e.g., health beliefs) might function as predisposing variables, but other cognitive factors function in appraising or evaluating the use of health services
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The Gerontologist given the situation. This is how we have chosen to model the attitudinal variables of interest in this article. We have modeled attitudes toward long-term care facilities and the evaluations of financial difficulty, family strain, and personal stress as intervening between need factors and use of services, reflecting the growing emphasis on individuals as consumers. We focus our attention on three aspects of the model: (1) Are there any differences among elders' perceptions of financial difficulty, family strain, and personal stress on the basis of demographic, social structural, enabling and need factors? (2) Which factors are predictive of preference for care location in short-and long-term disability? And (3) do the significant predictors differ with short-and long-term disability?
Methods
This study analyzes data from the communitydwelling elders who participated in a 1994 study on ethnic differences in attitudes toward and the use of adult care homes in North Carolina. Counties in North Carolina were selected taking into account population size, percent minority, and the number of adult care homes. Eligibility criteria included population size greater than 50,000, at least 10% minority population, and at least five family care homes. From the 29 counties meeting the criteria, 20 were randomly selected. Of the selected counties, persons aged 65 or older were randomly selected using the Health Care Financing Administration's Medicare Beneficiary Utilization tape. Participants were screened for eligibility, which included having a self-reported limitation in one or more activities of daily living (ADLs) or instrumental activities of daily living (lADLs) and having a cognitive status that enabled participation in a telephone interview. Caregivers of elders who were eligible for the study were also interviewed by telephone.
A total of 4,236 names of elderly persons were provided, of which 904 (21%) could not be contacted either by mail or by telephone. Of the remaining 3,332 persons, 411 (12%) refused to be screened for eligibility. After screening, 2,069 persons were found to be ineligible, and 852 were found to be eligible. Of the eligible persons, 693 persons were randomly selected. Eight persons refused to participate in the study (2%) and 138 were unable to complete the interviews. Thus a total of 537 elderly persons completed the interview.
Operationalizatlon of Variables
Hypothetical Situations.-The following hypothetical situations were read to each elderly person:
Situation 1: "You have had a mild stroke. You are expected to get better in about a month but will need help with things like getting around the room and going to the bathroom. You will need aroundthe-clock care for about a month." Situation 2: 'You have had a severe stroke and are unable to manage your day-to-day tasks, like eating, dressing and bathing. The doctor thinks that even with rehabilitation, you will probably never be able to do many things for yourself. This means that you require around-the-clock care now, and possibly for the rest of your life."
The elderly respondent was asked to complete the following statements. Appraisal Variables.-Anticipated financial difficulty, family strain and personal stress were taken from items 1-3 in each hypothetical scenario.
Attitude Toward Long-Term Care Facilities.-Attitude toward long-term care facilities was developed from responses to the following statements: "Rest homes are pleasant places"; "Elderly people who live in rest homes are happy people"; "You could be happy in a rest home"; and "If you could no longer take care of yourself, it would be okay with you to go to a rest home." Possible responses to all of these statements were coded as "agree a lot" (coded as 0), "agree a little" (coded as 1), "disagree a little" (coded as 2) and "disagree a lot" (coded as 3). Respondents were also asked if moving into a rest home would mean "excellent care for you" (coded as 0), "medium care for you" (coded as 1), "neither good nor bad care" (coded as 2), or "poor care for you" (coded as 3). Principal component factor analysis with varimax rotation was performed on these five items and Cronbach's alpha was .80. The term rest home was used in this study because we felt that the elders in this study would associate this term with a long-term living arrangement.
Need Variables: ADLs and lADLs.-ADL and IADL scales were used to assess self-report difficulty in performing basic daily activities. Responses were coded on a 3-point ordinal scale: "without difficulty," "with some difficulty," and "unable." For analyses, responses were coded into a dichotomous variable: "no difficulty" versus "any difficulty." A count variable was constructed by summing the number of times respondents reported any difficulty with the activity. Perception of health: Perceived health was assessed by asking participants to rate their health as excellent (coded as 4), very good (coded as 3), good (coded as 2), fair (coded as 1), or poor (coded as 0). To accommodate the two analytical strategies, responses were dichotomized into a second health variable, that is, fair/poor health (coded as 0) and good/very good/excellent health (coded as 1). The dichotomized variable was used for the Wilcoxon rank sum test analyses. Comorbidity: Participants were asked whether they had ever seen a doctor for any of 18 medical conditions common among elderly persons. Positive responses were summed and categorized into three levels: 0-2 (coded as 0), 3-4 (coded as 1), and 5 or more (coded as 2). Comorbidity was also dichotomized into a second variable of 3 or fewer conditions (coded as 0) and more than 3 conditions (coded as 1) for the Wilcoxon rank sum tests.
Enabling Variables.-Residential status, defined as whether an elderly person lived with his or her caregiver (coded as 0) or lived alone (coded as 1), was used as a marker for family resources.
Predisposing Variables.-Demographic measures:
Respondents self-reported age and gender (female coded as 1). Age was dichotomized for analyses (>75 years coded as 1). Social structural variables: Race (African American = 1), years of education, annual household income, and marital status (married = 1) were also self-reported. Years of education and income were also dichotomized for the Wilcoxon rank sum test analyses (>12 years education coded as 1; >$15,000 coded as 1).
Analysis
The analytic procedures involved three different strategies: (1) an examination of the associations with the enabling variables of anticipated financial difficulty, family strain, and personal stress in short-and longterm disability using the Wilcoxon rank sum test; (2) a logistic model of the predictors of the preferred location for care including interactions with hypothetical situation; and (3) a test of interaction effects due to the severity of the hypothetical situation.
Strategy 1: Differences in Anticipated Financial Difficulty, Family Strain, and Personal Stress
The nonparametric Wilcoxon rank sum test for categorical data was used to determine whether the mean scores of anticipated financial difficulty, family strain, and personal stress were different for each level of the demographic variables (gender, age, race, income, education, marital status), comorbidity, perceived health, and residential status. We chose not to use ANOVA t tests because they require certain parametric assumptions, which the Wilcoxon rank sum test does not.
Because we have multiple comparisons in these analyses, we have interpreted the results using a Bonferroni correction for multiple comparisons. A Bonferroni-adjusted significance level of .006 (.05/9) was used because we had nine simultaneous tests of mean scores of each of financial difficulty, family strain and personal stress with gender, age, race, income, education, marital status, comorbidity, perceived health, and residential status. Reported values are significant with the Bonferroni correction unless otherwise specified.
The questions in the hypothetical scenarios were difficult for some of the elders, and as such there were some missing data on the financial difficulty, family strain, and personal stress questions. In order to test whether the missing data were random or not, the Wilcoxon rank sum test was used to determine whether responder/nonresponder status for the financial difficulty, family strain, and personal stress variables was associated with any of the demographic variables, comorbidity, perceived health or residential status. In most cases, no significant associations were found. There were, however, a few differences, most notably with the severe stroke situation. With the severe stroke situation, women and less educated persons were less likely to answer the financial difficulty question, whereas African American elders and older persons were less likely to answer the family strain question. African American persons were also less likely to answer the personal stress question.
Strategies 2 and 3: Predictors of Preferred Location for Care
Two logistic models were fitted using the statistical package SUDAAN in order to predict the odds of preferred location. SUDAAN was selected for its ability to account for survey design and subject weights in the analyses. Moreover, the standard errors obtained by the cluster-sample methods of SUDAAN are asymptotically equivalent to those obtained using Generalized Estimating Equations (GEE) with an independent working correlation matrix (Shah, Barnwell, & Bieler, 1995) .
For these analyses, missing data on the predictor variables were set to the mean of the race by gender category. No data were missing for race, gender, marital status, comorbidity, and ADL/IADL status.
The response (preferred location) fell into three categories; 0 = "definitely want to go to a rest home," 1 = "might consider going to a rest home," and 2 = "definitely prefer to stay home." Because there are three categories, a proportional odds logistic model will have two intercepts; the log odds of definitely preferring to stay home versus some consideration of a rest home, oddstype = 0, and the log odds of some desire for home care versus a definite preference for institutional care, oddstype -1. Both types of odds represent a ratio of the probability of responses more favorable to staying home to the probability of responses less favorable to staying home or more in favor of rest home care. The proportional odds model assumes that the type of odds does not have a differential effect on the slopes of the other variables in the regression model. That is, the odds ratios of the explanatory variables are the same regardless of the type of odds used.
The larger of the two logistic models, the "full" model, was tested first. It contained 17 basic predictors. Fifteen of these were identified using Andersen's behavioral model of health services. As mentioned in the introduction, these predictors represented demographics (gender, age), social structure (race, education, income, marital status), need (perceived health, comorbidity, and ADLs/IADLs), and what we term appraisal factors (attitude toward long-term care facilities and anticipated financial difficulty, family strain, and personal stress). The other two basic predictors represented the main effects of oddstype and a dummy variable for hypothetical situation where 1 = longterm disability and 0 = short-term disability. Besides these 17 basic predictors, the full model also contained two-way interactions between the hypothesized situation and the basic variables and two-way interactions between oddstype and the basic variables.
A test of the proportional odds assumption for this model was performed at the 5% alpha level using contrasts in SUDAAN. The test indicated that the proportional odds assumption was valid for our model. A reduced model was tested next. This model was motivated by the results of testing the full model, and it contained only oddstype, severity of situation, marital status, attitude toward long-term care facilities, financial difficulty, family strain, and personal stress and the Financial Difficulty x Severity of Situation interaction term. In other words, the reduced model excluded gender, age, race, education, income, perceived health, comorbidity, and ADLs/IADLs and their interactions with hypothetical situation and oddstype. A contrast to assess the joint nonsignificance of variables omitted from the reduced model was tested at the 5% alpha level in SUDAAN using the Wald F statistic. The test indicated that the reduced model was adequate.
Results
Of the elderly participants, 73% were female, 47% were White, and 36% were married. The participants' ages ranged from 65 to 99, with a mean of 76 years. Thirty-four percent reported their health as good, very good or excellent; 66% rated their health as poor or fair. Twenty-two percent reported fewer than 2 comorbidities, 45% reported 3 or 4 comorbidities, and 33% reported 5 or more chronic medical conditions. Eighty-two percent of participants had an income of $15,000 or less, 15% reported an income between $15,001 and $35,000, and 3% had an income greater than $35,000.
Strategy One: Differences Among Elders in Anticipated Financial Difficulty, Family Strain, and Personal Stress
With short-term disability, anticipated financial difficulty was associated with income, perceived health, comorbidity, and residential status. All were significant with p < .001. Family strain was associated with income and perceived heaith at p < .001. No variables were significantly associated with personal stress (Table  1) . Thus in the short-term disability scenario, elders who reported an income of $15,000 or less anticipated more financial difficulty and family strain if they were to remain at home compared to elders who reported incomes higher than $15,000. Elders who reported poor or fair health also anticipated more financial difficulty and family strain in remaining at home compared to their counterparts. Elders who lived alone and who had more than three comorbidities were more concerned about the financial difficulty of remaining at home compared to their counterparts.
Turning to long-term disability, financial difficulty was associated with perceived health and residential status (p < .001). Family strain was tied to perceived health (p = .005). In contrast to short-term disability, where no variable predicted personal stress, in the long-term condition, income (p < .001), education (p < .001), and race (p = .007) were clearly related (Table 2) . Thus, elders who reported poor or fair health and who lived alone were more likely to anticipate financial difficulty in remaining at home compared to their counterparts. Elders who perceived their health as poor or fair anticipated more family strain than did those who reported good or better health. Finally, elders who reported more education and income anticipated more personal stress in remaining at home with long-term disability than did their counterparts. White elders also seemed to anticipate more distress than did African American elders.
It is noteworthy that income ceased to be significantly associated with financial difficulty in the longterm scenario. This is expected, because in the shortterm scenario, elders reporting annual incomes of more than $15,000 would on average perceive themselves as being better able to cope financially than those reporting incomes less than $15,000. In the case of longterm disability, however, elders would require prolonged care entailing significantly higher overall costs. These costs would be high enough to erase any significant differences in the mean level of financial difficulty perceived by the two income groups as both groups would experience costs that could exhaust resources.
Strategies Two and Three: Preferred Location
The reduced logistic model, with marital status, attitude toward long-term care facilities, financial difficulty, family strain, personal stress, the Financial Difficulty x Severity of Situation interaction term, the main effects of severity of situation, and oddstype was adequate in predicting preferred location of care. These results of the reduced logistic model are presented here. The full model is available from the corresponding author upon request. The clustering-adjusted p value for the Wald F test of the joint nonsignificance of variables omitted from the reduced model but included in the full model was 0.2243. The reduced model is also parsimonious. (42) 108 (50) 46 (40) 151 (49) 70 (43) 126 (48) 100 (45) 97 (48) 18 (26) 161(52) 72 (41) 121 (49) 42 (28) 151 (55) 70 (37)" 127(53) 45 (33) 76 ( 48 (41) 83 (27) 54 (34) 77 (29) 72 (32) 59(29) ...
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All interactions with the variable oddstype are jointly nonsignificant, and thus the proportional odds assumption of no interaction by type of odds is valid. The other significant main effects in predicting preference for home care versus rest home care are marital status, a negative attitude toward long-term care facilities, family strain, personal stress, and severity of situation. The odds ratio of 1.68 for marital status indicates that married persons have a 70% greater probability of preferring home care to institutional care. Similarly, as attitudes toward rest homes become more negative, the odds of a greater preference for care at home increase by about 25%. The measure of strain indicates that when elderly persons do not perceive home care as a problem, the odds of preferring home care increase by almost 80%. Finally, the odds ratio of 1.48 for the measure of personal stress implies that as elderly persons anticipate less personal stress in home care, the odds of a greater preference for staying home increase by almost 50%. Though most of the variables indicate a greater preference for home care, it is noteworthy that as the situation goes from mild to severe, the odds of preferring home care decrease by 80% (1.0 -the odds ratio of 0.21).
Importantly, the interaction of financial difficulty with severity of situation is also significant. The odds ratios for severity of situation and financial difficulty for each level of the variables are given in Table 4 . Notice that at any fixed level of financial difficulty, the odds of a greater preference for staying home decrease as an elderly person progresses from a mild to severe disability. Viewed as a function of financial difficulty, however, the effect of severity of disability on the odds of preferring home care decreases from being significant to being negligible as costs become more manageable. Table 4 also shows that as disability becomes more severe (or prolonged) , the effect of perceived financial difficulty on the odds of preferring home care increases from negligible to significant. Indeed, in the severe stroke scenario, the odds of a greater preference for staying home almost double as the perceived financial difficulty of staying home becomes more manageable, whereas they remain relatively unaffected in the mild stroke situation. (63) 154 (68) 82 (64) 204 (67) 103 (64) 183 (67) 160 (69) 126 (63) 47 (60) 211 (68) 116 (65) 166 (67) 79 (54) 206 (72) 116 (61) 170 (70) 77 (56) 119 ( 58 (28) 55 (24) 38 (30) 75 (25) 46 (29) 67 (25) 56 (24) 57 (28) 24 (31) 78 (25) 50 (28) 62 (25) *" 49(34)"* *"
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Discussion
This research utilized hypothetical situations in order to understand the decision-making processes of elders regarding long-term care. The use of hypothetical situations was instructive. We were able to expand Andersen's model and address the importance of elders' attitudes toward long-term care in their decisions for care location. Furthermore, we were able to show the importance of elders' perceptions of their resources in their decision-making processes and that the degree of disability provided a context in which elders' decisions are made. Several important findings emerged from this study. First, we found that elders' evaluations of their financial, familial, and personal stresses and strains during a health crisis and their attitudes toward long-term care facilities were important factors in their choice of care location. Second, we found that elders did differ in their anticipations of financial difficulty, family strain, and personal stress with short-and long-term disability. Most of the differences in financial difficulty and family strain were associated with income, health, and residential status, whereas differences in personal stress were associated with income and education, and possibly race. A third finding was that seriousness of the health crisis and financial concerns were important factors in elders' thought processes regarding long-term care location. Indeed, these factors were interactive. Turning to our first point, we found that after including elders' attitudes toward long-term care and their perceptions of financial difficulty, family strain, and personal stress, many of the predisposing and enabling factors were no longer significant. Indeed, marital status was the only predisposing factor that remained statistically associated witn preference for long-term care location. Past research using Andersen's behavioral model has shown that need factors were the strongest predictors of health service use, followed by age, gender, race, and education having significant effects (Soldo et al., 1989; Wolinsky, 1990) . Our research suggests, however, that when elders' evaluations of their enabling factors and their attitudes toward longterm care facilities are included in modeling strategies, many of the demographic or predisposing factors are no longer significant.
As with other health services research, Andersen's behavioral model (1968) provided a useful framework for this study. Our proposal, though, of additional intervening factors between need and service use, namely attitude toward a particular service and consumers' evaluations of their resources, is an intriguing extension to Andersen's model. If elders' perceptions of their financial, familial, and personal stresses and strains are indeed important factors in their decisionmaking processes, then interventions could be implemented to address the concerns of elders during this stressful time. Andersen's (1995) concept of mutability, the extent to which a variable or factor is changeable, has important implications for our findings. Andersen identified that the demographic and social structural factors have low mutability, health beliefs have medium mutability, and enabling factors have high mutability. It could be presumed that the factors we are addressing in this study, attitudes toward longterm care facilities and elders' evaluations of their financial, familial, and personal resources, have medium and high mutability, respectively. Andersen (1995) discusses the concept of mutability with his behavioral model of health service use in the context of equitable access to care services. Our research may suggest an inequality in elders' options for long-term care location. We found that elders of lower social status (lower incomes), poorer health (perceived health and comorbidity), and who lived alone (residential status) anticipated more financial difficulty and/or family strain in remaining at home during a health crisis. Ideally, elders should have equal opportunities to receive home or institutionalized care regardless of their social or health status. This argues for a policy-level change improving the availability of resources to elders and their famines in times of a health crisis. Although respite care is sometimes offered, the cost of care may be more than most families can afford, particularly in the case of long-term disability, thus increasing the risk of institutionalization for the elderly person.
Turning to our third point, which has multiple facets, seriousness of the health crisis and financial concerns were important factors in elders' decision-making processes regarding long-term care location. Indeed, these factors were interactive. Elders in this study were more likely to prefer long-term care placement for longterm disability, but not for a short-term crisis. Furthermore, elders preferred long-term placement when financial difficulty was a concern, but preferred home care if financial difficulty was not a concern. Availability and functioning of social networks may be part of the explanation of this finding. It may be that in a short-term situation, elders are more likely to rely on their social networks, thus calling on their relatives and friends to assist them temporarily, but not on a permanent basis. We found that eiders who were frail and who lived alone seemed to feel the stress of relying on this informal network more than their counterparts did in both short-and long-term disability situations (Tables 1 and 2) .
Past research has shown that living alone (Branch & Jette, 1982; Greene & Ondrich, 1990; Murtaugh et al., 1990; and health status (Greene & Ondrich, 1990; are critical variables in institutionalization. Our research extends these findings by indicating that elders in poorer health and those who live alone are more concerned with the potential burden of their needs on their families (social networks) than are elders who are in better health and who live with a caregiver. This is reinforced by our finding that elders who were married were more likely to prefer to remain at home. Past research has shown that persons who are married have a decreased risk of being institutionalized (Branch & Jette, 1982; Hanley et al., 1990) . We extend the results of these studies with the finding that married persons preferred home care regardless of their level of disability.
Three observations in the long-term disability scenario are also noteworthy. First, elders who were White and who had experienced higher status (income and education) anticipated more distress adapting to permanent disability (Table 2 ). We could speculate that these elders might be less able to cope with dependency than others who may have relied on help at earlier life stages. Thus this tradition of individualism may lead to less ability to cope, thus increasing their anticipations of personal stress. Second, income was not associated with elders' perceptions of financial difficulty in remaining at home in the long-term situation, although income was associated with financial difficulty in the short-term situation (Tables 1 and 2 ). This suggests that in the case of long-term disability, elders anticipated significant overall financial difficulty of prolonged care at home, and this was perceived as financially difficult regardless of income level. Perceived financial difficulty and anticipated length of care lends persons to choose more institutionalized care, an idea supported by the interaction between financial difficulty and severity. Concerns of the cost of home care seemed to play a more significant role in a situation of long-term disability. There are several explanations for the increased importance of costs with permanent disability. Elders and their families, for example, may feel that with long-term disability, home services may have to be paid for privately. Thus the use of longterm care facilities could be less expensive. There may also be other means to pay for institutionalized care under such conditions, thus providing an incentive to use institutionalized care.
The cost of long-term care is indeed one of the most important health policy issues in the United States today. With the transitions of long-term care into varied settings and the continued escalating costs of long-term care, the allocation of cost-effective longterm care in concert with optimizing elders' quality of life and well-being is imperative (Cohen, 1998; Greene, Lovely, Miller, & Ondrich, 1995; Temkin-Creener & Meiners, 1995) . A better understanding of elders' decision-making processes regarding long-term care when faced with a health crisis may contribute to improving long-term care health services. This is a new area of research and should be explored further. Another avenue for further research is the study of burden of care from the elders' perspective. This line of research could advance the understanding of the elder and family dyad in long-term care decisions. Further research on adaptation to disability could facilitate more effective adjustment to chronic pathology, potentially improving health and quality of life wnile minimizing costs. Finally, more research is needed to explore in greater depth the situations in which it is feasible to keep elders at home and when institutionalized care makes more fiscal sense.
